Section of Orthopaedics
tally spread up the right leg. Three months later he fell downstairs injuring his left ankle. After this incident his left foot dragged during walking and shortly afterwards he noticed numbness in the left foot and difficulty in starting micturition. January 1960: Admitted to the National Hospital for Nervous Diseases under the care of Dr Denis Brinton and found to have a partial Brown-Sequard syndrome. In the left lower limb there were signs of interference with the pyramidal tracts and posterior columns: in the right there was impairment of pain and temperature sensibility. Touch sensibility was impaired up to the level of the tenth thoracic dermatome. CSF pressure normal; protein 120 mg/ 100 ml. Radiograph ( Fig 1) of the thoracic spine showed some Fig 1 A-P radiograph of thoracic spine showing calcificalcification between T5 and T6. Myelography cation in disc space between T 5 and T 6 ( Fig 2) revealed partial obstruction to the flow of Myodil at the same level, with a rounded defect_ anteriorly in the Myodil column. A diagnosis of protrusion of a thoracic intervertebral disc was made. Because of the known hazards of operation for this condition it was decided to wait and _ observe progress over a few months.
After the patient's discharge from hospital there was progressive deterioration in his condition. The numbness of his left leg gradually extended proximally until the whole trunk was affected up to the level of the umbilicus. Weakness and clumsiness developed in the right leg also, causing increasing difficulty in climbing stairs and in walking, so that in August 1960 he was forced Fig 2 Myelcgraphy with patientprone shows obstruction to stop work. Flexor spasms occurred occasionally at T5-6 kvel with rounded defect in Myodil column 6* 9 87 n7 at night; there was increasing difficulty in starting micturition and incontinence of feeces on two occasions.
October 1960: Again admitted to the National Hospital. By this time there was pronounced spastic paraparesis with loss of abdominal reflexes, exaggerated lower limb reflexes and extensor plantar responses. The gait was unsteady and Romberg's sign was positive. A moderately sharp sensory level was found at the level of the seventh thoracic dermatome on both sides. All modalities of sensation were affected. At this stage it was decided that removal of the protruded disc offered the only chance of relief.
Operation (October 1960, Mr George Bonney):
The patient was put in the prone position. The left side of the mid-thoracic spine was exposed by resection of the posterior ends of the third to the seventh ribs and forward displacement of the pleura and lung. The pedicles and articular processes of the fifth and sixth thoracic vertebra were partially removed to expose the dura mater. A hard rounded nodule, about 1 cm x 1 cm, was found protruding backwards from the intervertebral space, pressing on the left lateral and anterior aspects of the theca (Fig 3) . It was defined and excised and calcified degenerate disc material was removed from the intervertebral space. Progress: Immediately after operation there was almost complete paraplegia. Gradual recovery followed; the gait improved and by February 1961 the patient could walk without sticks. Rombergism became less and eventually disappeared; skin sensibility gradually improved. The patient resumed his original occupation in June 1961. Three years after operation the tendon reflexes in the right lower limb are brisker than those in the left leg, and the right plantar response is still extensor. Some impairment of pain and temperature sensibility persists in the left lower limb. However, there is no subjective disability and the patient's gait is normal.
Comment
This case shows several points of interest. A Brown-Sequard syndrome with spastic paraparesis gradually developed because of pressure by a protruding thoracic intervertebral disc. After removal of the disc there was almost complete recovery but residual signs of a 'reversed' Brown-Sequard syndrome persisted. The hazards of the posterior approach to protruded thoracic intervertebral discs were avoided by the use of the anterolateral approach (Hulme 1958). Although osteitis pubis is comparatively rare, it has frequently been reported in urological literature in association with various operations. It is therefore thought that the following case report might be of interest as a case of osteitis pubis of apparently traumatic origin. Case Report Male, aged 30, an Olympic road-walker 22.6.63: Admitted to a Cumberland hospital. Forty-eight hours previously he had been doing very hard physical training on the fells and had subsequently developed pain in the right groin and stiffness of the right thigh. About a month prior to this he had had an infected blister on the ankle, which healed rapidly.
Examination revealed a pyrexia of 102°F and painfully restricted abduction and external rotation of the right hip. He had slight transient dysuria. He was diagnosed as subacute rheumatism and was treated with aspirin and 1 mega unit of penicillin twice a day for a week, by which time his pyrexia had subsided. Discharged 10.7.63.
